The impact of multiples on acute postpartum psychiatric illness is unclear. We aimed to determine whether women without preexisting psychiatric conditions or intrapartum severe maternal morbidity (SMM) have higher odds of developing severe psychiatric morbidity in the year after delivering multiples versus term singletons. STUDY DESIGN: This retrospective cohort study used the Florida State Inpatient and State Emergency Department (ED) Databases. The first delivery of all Florida residents aged 13 to 55 years old from 2005 to 2013 was included; women with pre-existing psychiatric conditions or intrapartum SMM as defined by the CDC were excluded. ICD-9-CM diagnosis codes identified number of infants delivered, intrapartum SMM, and psychiatric conditions from 9 months prior to delivery (for exclusion) until 1 year after delivery. The primary outcome was presentation to the ED or hospital within a year of delivery for severe psychiatric morbidity, measured via a composite including: suicide attempt, depression, anxiety, posttraumatic stress disorder (PTSD), acute stress reaction, or adjustment disorder. Secondary outcomes included individual measures of the composite and a substance use composite (drug or alcohol use or dependence). We compared outcomes after delivery of liveborn multiple gestation to those after liveborn term singletons using logistic regression to adjust for mode of delivery and maternal age, race, health insurance type, and income quartile. RESULTS: 15,964 women with multiples and 1,182,572 women with term singletons were included. Within a year of delivering multiples without SMM, 2.1% of women had severe psychiatric morbidity: the odds were more than 50% times higher compared to women with term singletons without SMM (adjusted odds ratio (aOR) 1.58 (95% Confidence Interval (CI) 1.41 e 1.76)). Within the psychiatric composite, the conditions with highest odds of presenting to the ED or hospital in the year after multiples were PTSD (aOR 2.93 (95% CI 1.64 e 5.23)) and adjustment disorder (aOR 2.25 (95% CI 1.45 e 3.47)). After having multiples without SMM, women also had significantly higher odds of presenting to the ED or hospital for substance use (aOR 1.35 (95% CI 1.16 e 1.71)). CONCLUSION: Delivering multiples is associated with increased risk of severe psychiatric morbidity and substance use in the following year. These data suggest women who have multiples may need additional psychosocial support in the year after delivery.
OBJECTIVE:
The impact of multiples on acute postpartum psychiatric illness is unclear. We aimed to determine whether women without preexisting psychiatric conditions or intrapartum severe maternal morbidity (SMM) have higher odds of developing severe psychiatric morbidity in the year after delivering multiples versus term singletons. STUDY DESIGN: This retrospective cohort study used the Florida State Inpatient and State Emergency Department (ED) Databases. The first delivery of all Florida residents aged 13 to 55 years old from 2005 to 2013 was included; women with pre-existing psychiatric conditions or intrapartum SMM as defined by the CDC were excluded. ICD-9-CM diagnosis codes identified number of infants delivered, intrapartum SMM, and psychiatric conditions from 9 months prior to delivery (for exclusion) until 1 year after delivery. The primary outcome was presentation to the ED or hospital within a year of delivery for severe psychiatric morbidity, measured via a composite including: suicide attempt, depression, anxiety, posttraumatic stress disorder (PTSD), acute stress reaction, or adjustment disorder. Secondary outcomes included individual measures of the composite and a substance use composite (drug or alcohol use or dependence). We compared outcomes after delivery of liveborn multiple gestation to those after liveborn term singletons using logistic regression to adjust for mode of delivery and maternal age, race, health insurance type, and income quartile. RESULTS: 15,964 women with multiples and 1,182,572 women with term singletons were included. Within a year of delivering multiples without SMM, 2.1% of women had severe psychiatric morbidity: the odds were more than 50% times higher compared to women with term singletons without SMM (adjusted odds ratio (aOR) 1.58 (95% Confidence Interval (CI) 1.41 e 1.76)). Within the psychiatric composite, the conditions with highest odds of presenting to the ED or hospital in the year after multiples were PTSD (aOR 2.93 (95% CI 1.64 e 5.23)) and adjustment disorder (aOR 2.25 (95% CI 1.45 e 3.47)). After having multiples without SMM, women also had significantly higher odds of presenting to the ED or hospital for substance use (aOR 1.35 (95% CI 1.16 e 1.71)). CONCLUSION: Delivering multiples is associated with increased risk of severe psychiatric morbidity and substance use in the following year. These data suggest women who have multiples may need additional psychosocial support in the year after delivery.
123 Is severe intrapartum maternal morbidity associated with acute psychiatric illness within a year of delivery? OBJECTIVE: The impact of severe maternal morbidity (SMM) on postpartum psychiatric health is unknown. We aimed to determine whether women without preexisting psychiatric illness have higher odds of developing severe psychiatric morbidity in the year after term, singleton livebirth with versus without SMM. STUDY DESIGN: This retrospective cohort study used the Florida State Inpatient and State Emergency Department (ED) Databases. The first delivery of all Florida residents aged 13 to 55 years old from 2005 to 2013 was included; women with pre-existing psychiatric illness were excluded. ICD-9-CM diagnosis codes identified SMM (per CDC composite) and psychiatric conditions from nine months prior to delivery (for exclusion) until one year after delivery. The primary outcome was presentation to the ED or hospital within a year of delivery for severe psychiatric morbidity (composite of suicide attempt, depression, anxiety, post-traumatic stress disorder, acute stress reaction, or adjustment disorder) or substance use (drug or alcohol use or dependence). Secondary outcomes included psychiatric morbidity with individual measures of the SMM composite. We compared outcomes after term, singleton liveborn delivery with SMM versus without SMM using multivariable logistic regression adjusting for mode of delivery and maternal age, race, health insurance type, and income quartile. RESULTS: 16,698 women with SMM and 1,190,882 without SMM were included. Within a year of delivery with SMM, 3.0% of women had severe psychiatric morbidity: the odds were over two times higher compared to delivery without SMM (adjusted odds ratio (aOR) 2.04 (95% Confidence Interval (CI) 1.86 e 2.24)). SMM was associated with significantly higher odds of having individual conditions within the psychiatric composite, particularly adjustment disorder (aOR 2.80 (95% CI 1.99 e 3.94)) & depression (aOR 2.22 (95% CI 1.95 e 2.53)). Within the SMM composite, having acute myocardial infarction, acute renal failure, conversion of cardiac arrhythmia, sepsis, sickle cell crisis, & tracheostomy each had more than four times higher odds of severe psychiatric morbidity within a year of delivery compared to women who did not have these conditions. CONCLUSION: SMM during term, singleton delivery is associated with increased risk of severe psychiatric illness in the following year, particularly for certain morbidities. Women who have SMM may benefit from additional psychosocial support for at least a year after delivery.
124 Opioid use disorder among hospitalized pregnant women in the United States Antepartum and postpartum hospitalizations were identified by Centers for Disease Control and Prevention (CDC) criteria. OUD was determined based on a diagnosis of opioid abuse, opioid dependence, or both. Incidence of opioid overdoses was additionally analyzed. Patient demographic factors as well as hospital characteristics associated with these diagnoses were evaluated. Risk for OUD by year was evaluated with the Cochran-Armitage test for trend. The chi-squared test was used to analyze other categorical comparisons. RESULTS: 1,536,974 antepartum admissions, 13,852,518 delivery hospitalizations, and 220,190 postpartum readmissions were included. From 1998 to 2014 OUD increased 284%, 282%, and 157% during antepartum, delivery, and postpartum hospitalizations respectively (p <0.01 for all). OUD was most common among antepartum hospitalizations with 2.9% of women having this diagnosis in 2014 (Figure 1 ). From 1998 to 2014 OUD increased from 0.8% to 2.1% during postpartum readmissions (Figure 2 ) and 0.2% to 0.7% during delivery hospitalizations. For all admissions, women with an OUD diagnosis were significantly more likely to be white than other races, more likely to have Medicaid, Medicare, or no insurance than to have private insurance, to live in the lowest income ZIP code quartile, and to deliver the Northeast compared to other regions (p<0.01). Opioid overdoses were 245% more frequent during postpartum readmissions (95% confidence interval 138% to 401%) and 143% more common during postpartum readmissions (95% confidence interval 103% to 191%) in 2013-2014 compared to 1998-1999 . Opioid overdoses during delivery hospitalizations were rare.
CONCLUSION: OUD represents an increasingly common diagnosis during pregnancy with OUD present during a disproportionate number of antepartum and postpartum hospitalizations. The concurrent increase in opioid overdoses suggests the need for improved maintenance therapy and other interventions to reduce risk.
125 An evaluation of maternal early warning systems to predict sepsis in obstetric triage OBJECTIVE: Vital sign trigger systems are an impactful innovation in emergency care, allowing for the rapid recognition, evaluation, and treatment of acute pathologies, particularly sepsis. In the obstetric population, with unique physiology that manifests in vital sign differences from the general population, it is difficult to apply the same criteria for detecting early signs of clinical acuity or deterioration. A number of maternal early warning systems (MEWS) have been developed to account for these differences and better identify vital sign derangement in obstetric patients. This study evaluated several different published maternal early warning criteria in a pregnant population presenting for acute care to obstetric triage.
